Introduction: Alopecia areata has different clinical presenting patterns, it may starts with a self limited single or separated patches on the scalp or any area of the body and progressing to complete scalp hair loss or complete body hair loss.
INTRODUCTION
Alopecia areata first time was described by a physician named as Cornelius Celsus (30 Before Christ). Even now this disease is sometimes called as Celsus alopecia. Celsus has named this disorder as ophiasis ( 1 , 2 , 3 ). Nowadays, Ophiasis has been known as a type of alopecia areata. Alopecia areata is a common cause of non-scaring alopecia characterized known by patchy hair loss ( 4 , 5 ). In some patients the disease progresses and new types of alopecia appear ending to alopecia totalis or alopecia universalis ( 4 , 6 , 7 ). Alopecia areata has many variables and clinical manifestations, from a single patch on the scalp or body area to complete body alopecia. The disease can also show itself with generalized fine scalp hair without any localized hair loss ( 8 , 9 ) . Hair loss can be the only visible clinical sign or accompanied with nail disorders. With determining the comprehensive clinical patterned of the patients with alopecia areata, it can be compared with other local statistic results ( 1 , 7 , 10 ). Even though, other laboratory findings have also been used in the evaluation of alopecia areata, but clinical information has basic significance in diagnosing & classifying this disease ( 11 , 12 , 13 ). Hair loss occurs in the forms of round or oval with sharply defined bald patches ( 14 , 15 ). The main characteristic of the disease is the presence of follicular marking in the lesions. The involved area has no scaling, hardness & follicular markers. The spread of the disease can start from a localized form and can be end to complete scalp or body hair loss and or nail involvement. The disease may be progressive or non-progressive ( 11 , 16 , 17 ) . In this study, a cross sectional study has been done on determination prevalence of alopecia areata patterned in Kerman a southern province of Iran.
MATERIAL & METHODS
For each alopecia areata patient referred to the dermatology out patient clinics of Kerman during 3 years from May 2000-2003, separate files were made .The diagnosis of the disease was done on the basis of the clinical signs. Those cases which were suspicious or needed more investigation or their hair loss was not obvious clinically were omitted from the study. These information included: individual characteristics, date for referral, patient's age at the time of referral, age at the onset of the disease, duration of the present episode, the extent of spread & the involved area. Definitions: Types of alopecia areata with skin and hair color were determined according to the following: Alopecia areata: A common type of localized hair loss that the percent of hair loss in a part is <99%.
Alopecia totalis: When the hair of a part of body (scalp, face, trunk and limbs) is completely lost.
Alopecia totalis/universalis: Indicates the total loss of scalp hair or non scalp body and or a part of the body hair.
Alopecia universalis: When all scalp & body hair is lost.
Determination of extent bald areas in scalp is determined by this way: the scalp is divided into 4 quarters. The percent of all the areas of alopecia in all parts was estimated as if all the bald parts were put together scalp hair loss was divided into 5 degrees: S0=no scalp hair loss, S1=<25% scalp hair loss, S2=26-50% scalp hair loss, S3=51-99% scalp hair loss, S4=100% scalp hair loss. Body hair loss also was divided into 5 degrees: B0= no body hair loss, B1=<25%body hair loss, B2=26-50% body hair loss, B3= 51-99 body hair loss, B4=100% body hair loss. Nail exams described 2 steps: N0: means not involved nail, N1:= nail involved.
Skin color: our patient settled of this character in two groups: first light skin (contain type of I, II & III) and second dark skin (contain type IV, V &VI) of skin color classification of sun protective skin typing ( 14 ) . Scalp hair colors of our patients engaged in two groups: light scalp hair (contains tan and blond hair) which the densest hair pigment is eumelanin and dark scalp hair (contain black hair and dark brown hair) which base pigment material in their shaft hair is pheomelanin. ( 18 , 19 , 20 )
RESULTS
The study was done on 956 patients with alopecia areata who were found out of 25186 new dermatology patients during 3 years in a dermatology center , whom comprised as 3.78%. The average age was 23 years (24.5 years in males & 19 years in females). Male to female ratio was 2.6 to 1 and prevalence of familial involvement history was 3.6%.The commonest clinical presentation were round and oval configurations. 484 (50.8%) of our patients had association of alopecia areata of scalp & body (bipolar type) simultaneously. Sexual predomination was seen as 355 males (73.3%) and 129 females (26.7%). Body hair loss alone in males were significantly more than females. Sites of hair loss according to the sexes are shown in Table 1 . Prevalence of scalp and or body hair loss in compare to those bipolar scalp and body hair loss was seen in aged group, while bipolar configurations were seen more in the first decade of age (p<0.001 & X2=9.8) ( Table 3 .
Nail changes and their association with extension of hair loss was significantly more in those with scalp hair loss (p<0.001,X2=9.0). (Table 4 ). The number of decayed teeth in relation to the site of hair loss is shown in 
DISCUSSION
Alopecia areata has different incidence in different racial kinds and geographical areas of the world, and estimated between 0.5-1% of general population ( 5 , 9 ) . In our study it's prevalence was 3.78% among new dermatologic patients who has been referred to a dermatology clinic in Kerman. Family history involvement in this study found as 3.6%, who is near the prevalence of it in Italians patients, which found as 4% ( 16 , 20 , 21 ) but we think that the reliability of taking history about family involvement in our patients been controversially and may be more than this, because many of our patients had not enough information about affected cases in their far family relatives. The prevalence of family history has been reported 27% in Cleveland of U.S.A., 24% in U.K., 22% in France, 20% in Scotland, 18% in Holland 6.3% in Poland, 6% in Portugal, but no evidence of genetic factors in Spain ( 1 , 2 , 6 , 16 ). The drastic difference in these numbers is an indicator of the difference in the trial to search the family history and its report. The inheritance model seems to be autosomal dominant with variant penetration. The racial factors may also have an important role in the prevalence of the disease. Arnold realized that alopecia areata is significantly commoner in the Japanese residing in Hawaii ( 12 , 16 , 22 ). The site of alopecia areata in scalp and/or body had a significant association at the onset of disease but not in harmony ( Table 2 ). The average age of onset in our study was 23 years (24.5 years in males & 19 years in females), which showed earlier onset in females. Short and uncovered scalp hair and soon appears hair loss of males in compare to females in our social can be one of causes of earlier referring to physician. Male to female ratio in this study was 2.6 to 1 which is almost close to the obtained statistics (2 over 1) in the study that has been done by Valikhani M & colleagues on Tehrani patients (capital of Iran) ( 10 ). Seiter S et al and Madani S et al in separated study reported that male to female ratio were equal( 3 , 5 , 23 ). Although causes of increasing male to female ratio in both studies of Iran are not known but we can think about physiologic lack of hair in beard & mustache in females in compare to males and also short and uncovered scalp hair in males may cause soon appearing and referring more to dermatology clinic than female. Frequency of sex ratio in alopecia areata varied in different area so, in a study who has done on patients with alopecia areata in England (2002 England ( -2003 showed 31% of hospital consultant episodes of alopecia areata were for men and remain 69% were for women ( 4 , 8 ). A significant association was observed between alopecia areata in scalp and/or body and the sex character of our patients. (Table1). More than half of our patients (50.8%) complained of sudden bipolar scalp & body alopecia areata. Frequency of alopecia areata in scalp limited only and body limited alone showed that were with higher of mean age, while bipolar types was significantly observed more in the first 3 decades of life and also body hair loss due to alopecia areata in males was significantly higher than females (p<0.01 & X2=38). (Table 2) . Beard, eyebrow & eyelash hair loss were reported in 10 % of the cases ( 5 , 8 ). In our study eyebrow & eyelash hair loss were seen in 153 & 137 patients, respectively (16% & 14.4%) of our cases, in which 105 of them complained of both eyebrow and eyelash hair loss. Association of alopecia areata with other dermatologic disorders such as atopic dermatitis, vitiligo, wart & pityriasis alba were observed in 32, 24, 24 & 8 cases, respectively. Amongst endocrine disorders, thyroid diseases are the commonest that has been described as associated with alopecia areata, but the issued values were different. In the greatest study reported till now, Muller has found the evidences of different types of thyroid disease in 8% of 736 patients in compare to the less than 2% of the control population in North America ( 2 , 7 , 24 , 25 ). Eczema and asthma or both found in 18% of the children and 9% of the adults with alopecia areata and it is revealed that 22% of the children with alopecia totalis are atopic. In Japan, Ikeda found the incidence of atopy 10%, in whom the onset of the disease has usually been in childhood & the duration of the disease more than 10 years. The association of other autoimmune diseases such as sjogren's syndrome, lichen planus, lupus erythematous,ulcerative colitis, lichen sclerosis atrophicus, poly-myalgia rheumatica, myasthenia gravis, pernicious anemia, scleroderma, thymoma, pyoderma gangrenosum, agammaglobulinemia, autoimmune haemolytic anaemia & rheumatoid arthritis with alopecia areata has been reported ( 6 , 24 , 26 There was no significant relation between alopecia areata & the number of extracted teeth. But there was a positive significant relation between association of alopecia areata & the number of decayed or infected teeth. Association between nail disorders were also seen more with scalp alopecia areata than with body (p< 0.05) (Tables 3-4-5).
Figure 1
Table 1: Frequency of localized hair loss area according to sex in 952 patients with alopecia areata (AA)in out patient of Kerman a south province of Iran. 
